Proceedings of the Royal Society of Medicine 8 inner and lower end. It was cystic and partly purple, as if from hamorrhage into it. Not more than a few ounces of blood were lost during the operation, which, however, occupied an hour and three quarters. The patient's pulse-rate at the end of it was only 100, yet duriag the next few days, it varied between 110 and 130 and, though he ate and drank well, and passed satisfactory quantities of urine, he died on the fourth day after operation from what, in the absence of post-mortem examination, was called delayed shock.
The specimen shows a lobulated, trabeculated, cystic mass full of blood-clot, and bearing little resemblance to a kidney. Near the tortuous purple portion of ureter and presumably in the pelvis of the kidney, the cyst-wall shows a small tough grey strip of material, microscopical examination of which revealed a transitional-celled carcinoma.
Sir Henry .Morris says that any condition. which provokes renal hwmaturia may give rise to haematonephrosis, but he specially mentions injury, calculus, neoplasm of the renal pelvis, movable kidney, chronic nephritis, continued fever, and purpura. He had been treated previously by fulguration, both through a cystoscope and through a cystostomy incision, but the growth had recurred. Total cystectomy was undertaken by Hinman's method. At the first stage cutaneous ureterostomy was performed; at the second stage the bladder was removed by Hlinman's method, which consists of dividing the membranous urethra and removing the prostate, vesicles, and bladder from below upwards in one piece ( fig. 1 ). There was a large stone in the bladder, and another stone in the lower third of the right ureter. Under spinal anasthesia suprapubic cystostomy was performed. The stone in the bladder was removed, and the stone in the right ureter was extracted by slitting up the right ureteric orifice. The patient was then given continuous intravenous injections of isotonic sodium sulphate, which produced copious diuresis. The left kidney was shown to be hydronephrotic, the hydronephrosis being mainly of pelvic type. Three weeks after the first operation the left kidney was exposed, the abnormal renal vessels were divided, the hydronephrotic pelvis was resected, and an end-to-end anastomosis was performed between the ureter and the lower part of the reconstructed kidney pelvis. The operation was completed by temporary nephrostomy. The wound healed within three weeks, and an excretion pyelogram shows that both kidneys are now functioning satisfactorily.
(II) L. H., female, aged 31. Eighteen months previously laparotomy had been performed for an abdominal condition, believed to be acute appendicitis. A hydronephrosis was found, and aberrant renal vessels are stated to have been divided from the anterior incision. The attacks of right-sided abdominal pain had continued.
